H ealth promotion programs have been part of worksite activities for many years, with comprehensive on site programs implemented in the late 1970s (Lusk, in press ). Initially part of the impetus for these programs was the Surgeon General's Report on Health Promotion and Disease (U.S . Department of Health, Education, and Welfare, 1979) , which documented that at least 50% of premature deaths could be prevented by lifestyle changes. The newest federal report, Healthy People 2000: National Health Promotion and Disease Prevention Objectives (U.S. Department of Health, Education, and Welfare, 1991) , includes a goal that 85% of all worksites will offer health promotion programs, and this document continues to influence program development. Further, this report's identification of the costs of avoidable interventions for preventable conditions provides real incentive for preventing disease. For example, at a cost of $30,000 per patient for coronary bypass surgery, the over 300,000 procedures performed each year cost over $9 billion for an intervention that is avoidable through changes in lifestyle.
To change lifestyles and enhance health, adults need assistance and support through health promotion programs. The easiest way to access adults is to provide such programs through the worksite. Although the studies reviewed in this column did not provide programs at the worksite, they were nonetheless offered only to employees or retirees.
The two studies reviewed in this column measured effects of a personalized, low cost health promotion program provided through the mail to workers and retirees. The program can be purchased in toto, or a similiar program could be designed and implemented within a corporation . Either A LOW COST INDIVIDUALIZED  HEALTH PROMOTION  PROGRAM (Fries, 1992) Synopsis
HEALTH RISK CHANGES WITH
This longitudinal study of participants in Healthtrac and Senior Healthtrac* programs provided by Blue Cross/Blue Shield (BC/BS) assessed self reported blood pressure, cholesterol levels, and selected health risk behaviors following periodic mailed questionnaires and health promotion materials. These materials consisted of computer based serial personal health risk reports, individualized recommendation letters signed by a physician, newsletters, and self help materials, including books, Take Care of Yourself for the under 65 age group and Aging WeLL for the over 65 group.
Mailings were made at 6 month intervals over a 30 month period with program design and implementation costing approximately $30 per participant per year.
Analyses focused on targeted behaviors because blood pressure and cholesterol data were available for only 54% and 26%, respectively, of the participants. All targeted health risk behaviors, except for pounds over ideal weight, showed improvement in both the under 65 years and the over 65 years groups, with the younger group having a larger percent change. There was a progressive improvement of about 5% each 6 month period in targeted behaviors of smoking; dietary fat, salt and fiber; alcohol; exercise; cholesterol; and reported stress.
Critique
This study, which measured effects of a program offered to a large number of workers and retirees, had many strengths including personalized messages tailored to age and educational level, recommendation letters signed by a physician, use of a standardized questionnaire, and a focus on the most important risk factors as identified in Healthy People 2000. A further strength of this study was the effort to control for effects of time and other changes in society by comparing a group of new enrollees with those already in the study; they found only slight nonsignificant differences.
However, it should be noted that An additional weakness of this study was the reliance on only self report for blood pressure and cholesterol, resulting in so much incomplete data that the researchers could not analyze for effects. They had been able to extract data from the health records that might have resulted in more complete data, but it also would have greatly increased the costs of the program. An additional weakness due to the design of the study prevented the researchers from sorting out the effects of the different components of the intervention, e.g., the letter from the physician versus the use of the self help information. While they reported tailoring the information by age and education of the participants, they provided no data to support whether this was done appropriately.
TWO YEAR RESULTS OF A RANDOMIZED CONTROLLED TRIAL OF A HEALTH PROMOTION PROGRAM IN A RETIREE POPULATION: THE BANK OF AMERICA STUDY. (Fries, 1993)
Synopsis In this study, the Senior Healthtrac program was used with retirees from Bank of America in a randomized, JUNE 1995, VOL. 43, NO.6 controlled trial to measure its effects on health risk scores and on medical care utilization and costs. Group I received the same health promotion program described in the first study reviewed (Fries, 1992) ; group 2 received the health risk appraisal only; and group 3 received no intervention, but was followed for claims data only. After the first year, the second group also received the full Senior Healthtrac intervention, but no mention was made about extending the program to group 3 at the conclusion of the study. Retiree club regions were matched by urban versus rural location and by club size and then randomly assigned to one of the three groups. Fifty eight percent of those electing to participate and assigned to an intervention group continued through year one, and 47% completed the 24 month study. Attrition was attributed to death, loss of eligibility, or moving from the state of California.
Health risk scores improved by 12% at 12 months and by 23% at 24 months, with similar reductions regardless of age group (55 to 65 years, 65 to 75 years, and over 75). All trends in changes of health habits favored the intervention groups, and statistically significant changes occurred in seat belt use, four psychological/physiologic measures, and 11 dietary habits.
In terms of economic variables, statistically nonsignificant decreases in medical claims of $60 in year one and $290 in year two occurred for group 1, and a $10 increase in year one for group 2. In year two (intervention year) for group 2, a $276 decrease was seen. In comparing all non-participants with the participants in the intervention group, a significant difference was seen for the first year-a $164 decrease in the intervention groups and an increase of $15 for the controls (p<.02). Cost savings were approxi-mately 20% in the first year according to participants' reports and 10% by claims experience.
Critique
The random assignment of clubs to treatment conditions was an important strength of the study, and a design that is often not possible to use in worksite health promotion studies. However, in comparing the medical costs for the groups, their claims data did not permit them to make comparisons for participants and non-participants in each of the clubs; instead, only grouped data for the retirees, excluding spouses, was available.
If researchers had been able to look at the results for those who actually participated in the Senior Healthtrac program, a much stronger effect may have been found. Further, the authors identified other limitations common to claims data: the costs did not include deductibles, copayments and out of pocket expenses, and thus did not represent the costs to the retirees; the number of retirees covered in each of the groups varied each month, but the data were just summed for the 6 month period to make comparisons in claims; and no claims data were available for retirees over age 85. Thus, it is clear that the comparison of the claims data was made by club groups, without actually tracking costs by individuals in the study.
A large attrition from the groups was reported due to deaths, loss of eligibility, and moving from the state, but no reasons were given for loss of eligibility. While job changes could be expected for active employees which could result in changes in insurance, the authors did not explain how retirees would lose eligibility other than through death or moving out of state.
As the authors pointed out, future
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studies should avoid shortcomings of this study by tallying individual claims and personal costs of medical care, and comparing these costs by individual participation in the program. The authors report that the materials are individually tailored by age and educational level of the participants. While linking the content of the materials to the age level of the participant makes them more relevant and likely to be used, there is some concern regarding the tailoring by educational level. The assumption was made that only the more highly educated participants would be interested in reading a research update of current health promotion issues.
Certainly research findings and issues need to be translated from research report language to a more conversational approach, but that could be done for all readers. While understanding the authors' desire to keep the materials simple for those with less education, this reviewer believes it is a fallacy to assume that those with less education would not be interested in such material. Perhaps it could be included as a separate insert, rather than as a part of the letter, and thereby viewed as optional material to be read if interested.
IMPLICATIONS
Both of these studies used a low cost approach to decreasing health risks and health care utilization, and the associated costs. The complete program is available from the vendor, or such a program could be fairly easily designed and implemented with the necessary staff, computer hardware, and software. If such a mailed health promotion program saves just 348 one medical office visit for each participant, let alone more costly medical care, it would more than pay for itself each year. Probably the most important characteristic of the program is its personalized approach, with individual letters specific to personal health risks, and recommendations for reducing risks, signed by a physician.
While there have been some studies demonstrating that physician letters affect behavior change, no reports of studies contrasting letters from physicians versus nurses have been found. Regardless who signs the letters, they are likely to be more effective when signed by a recognized health care provider.
For corporations who self insure retirees' medical care insurance, this type of health promotion program could be very attractive. This intervention is low cost, yet demonstrated positive effects, even though it could not be analyzed by level of participation in the program. Occupational health nurses are in an ideal position to recommend to the corporation such a program for employees and/or retirees because of their expertise in health promotion and knowledge of medical costs.
It has been pointed out that implementation of health promotion programs may extend years of life, thereby prolonging the time of payments for retirement benefits and medical costs (Lusk, 1992) . However, another study (Keeler, 1989) suggested that the additional duration of life was at most 10 to 20 months, which they viewed as a negligible cost. Some data suggest that health promotion programs may not increase longevity significantly, but will decrease morbidity (Fries, 1989) , which would certainly result in reduced costs. If these two assertions are correct, then health promotion programs are even more financially attractive to employers than previously thought. A mailed health promotion program is low cost, has demonstrated positive effects, and should be considered for implementation.
